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In this issue 


This special issue focuses on gambling. 

■ We lead with a Comment by Emanuel 
Moran on the impact of the 2005 
Gambling Act current fuelling the 
growth in problem gambling in the 
UK. Sally Braithwaite (page 4) reviews 
the growing popularity of 
online gambling which 
reaches parts other more 
conventional gambling 
outlets have failed - 
to reach. * 


Comment by Dr Emanuel Moran 


■ Luke Clark provides an update on recent 
advances in the neurobiology of problem 


UK gambling policy is a recipe for 
the growth of problem gambling 


gambling, which points to commonalities 
with substance addictions (page 11).The 
potential role of the NHS in treatment of 
problem gambling highlighted in Henrietta 


Bowden-Jones' report on a new national 


The Gambling Act 2005 established the 
Gambling Commission to regulate gambling 
and made it responsible for “protecting 
children and other vulnerable persons from 
being harmed or exploited” on the following 
basis: 1 

• Children shall not be allowed to gamble but 
shall still have access to low-prize gaming 
machines. 

• Vulnerable persons can become problem 
gamblers. 

• Socially responsible gambling incorporating 
education will prevent problem gambling. 

• Treatment will deal with those that, 
nevertheless, become problem gamblers. 

This formulation is largely based on ideas 
developed by the gambling industry, in an 
attempt to present a socially aware image. The 
causes of harm from gambling are seen to 
reside mainly in the individual gambler rather 
than the gambling activity 

However, the facts about gambling are 
otherwise. 2 ’ 3,4,5 

• Gambling, especially in its commercial form, 
is a highly addictive activity 

• Vulnerability to take gambling to excess is 
inherent in the activity and all are vulnerable 
to harm from gambling. 

• There is confusion over the nomenclature 
regarding excessive gambling. The term 


pathological gambling was adopted by the 
WHO in 1992 6 and distinctions between this 
and problem gambling have little validity 

• It is a matter of common sense that the more 
there is of anything, the more are some 
people likely to misuse it. This is particularly 
so if it is inherently addictive and there is 
active promotion. 

• The effectiveness of education about and 
treatment of gambling excess is limited 
in an environment where participation is 
stimulated. 

• While prohibition is neither desirable nor 
practicable, in the past, the provision of 
gambling based on “unstimulated demand” 
had been found to be effective in diminishing 
excess. 

After the Gambling Act reached the statute 

book in 2005, 

• The Responsibility in Gambling Trust (RiGT), 
a body set up by the gambling industry, was 
given the task of arranging education about, 
and treatment for, problem gambling. Half its 
trustees, apart from the chairman, are even 
now gambling promoters. 

• The 2007 Gambling Prevalence Study 7 found 
that the overall incidence of problem 
gambling was 0.5 to 0.6%. However, problem 
gambling was 14.7% in spread betting, 11.2% 
in fixed odds betting terminals, 9.8% in - 


problem gambling clinic (page 14), while 
Colin Drummond points to the need for 
central government direction on service 
development in this field (page 3). 

■ Also in this issue is an 
interview with the Chairman 
of the ACMD, Professor David 
Nutt, on his distinguished 
career and new developments 
in psychopharmacology. 

■ We have two articles on 
young people: a discussion on 
safeguarding children by SCAN SpR Aideen 
O'Kane (page 7) and a review of the DCSF 
consultation on children, young people 
and alcohol, by Deborah Judge (page 5). 

■ This issue introduces a new Historical 
Review series with the first contribution by 

Julian Henry, SCAN ST 
Trainee, who looks at 
Benjamin Rush's 
Inquiry into the Effects 
of Ardent Spirits from 
1785, and its 
relevance to today's 
world (page 12). 
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betting exchanges, 7.496 in online gambling, 
5.296 in Table games in a casino and 5.296 in 
dog racing. 

• The Gambling Commission’s subsequent 
conclusion on these latter findings was that, 
“The Survey cannot be used to indicate 
causality”. 8 

This statement clearly ignores the known 
characteristics of those gambling activities 
that have a larger proportion of problems. 
Moreover, prevalence studies have inherent 
flaws and inevitably underestimate the 
incidence of excessive gambling. 9 

• The procedures for self-exclusion, set up to 
assist people who recognise that they have 
lost control of their gambling, have been 
found to be of “limited effectiveness”. 10 

Since the Gambling Act was fully 
implemented in September 2007, the 
Government with the support of the 
Gambling Commission has taken the 
following actions: 

• Additional new large and small casinos were 
agreed in the spring of 2008, despite 
serious criticisms by a House of Lords 
Committee. 11 

• In bingo halls, to assist them with their 
financial difficulties, the number of high- 
prize gaming machines has been 
doubled. 12 Bingo promoters had asked for 
a reduction in bingo’s considerable tax 
burden of VAT as well as duty Instead, the 
additional money will now come from the 
punters’ losses on the machines. 13 

• The Government recently proposed that 
public houses and seaside arcades, 
accessible by children, should have an 
increase in gaming machines and prizes 
because “many operators across the 
gambling industry are finding trading 
conditions very difficult in the present 
economic climate”. 1 ' 1 ’ ^ 

• A recent Commons Answer indicated that, 
in over a third of mystery shopper tests 
conducted by the Gambling Commission 
on licensed websites, “deficiencies have 
been identified that could, in some 
circumstances, allow under 18s to 
gamble”. 16 

• “White Listing” status to advertise gambling 
has just been granted to Antigua and 
Barbuda, despite serious criticisms in 
Parliament. 17 

Gambling promoters are a powerful pressure 
group and aggressively attempt to expand 
their business. The most lucrative side of this 
is often the most addictive. 

Yet, in 2004, the Culture Secretary stated 
that, while protection from harm must be a 


priority, “Gambling ... is entitled to a 
regulatory framework that ensures continued 
growth” , 18 

The Royal College of Psychiatrists 
commented on this at the time as follows: 

“... these are mutually incompatible 
objectives. Yet, the Gambling Act is based on 
this duality Clearly there are therefore 
serious dangers that... in the implementation 
of this legislation, the second objective will 
override the first.”. 19 

At a time of recession, there is a particular 


risk that this will happen and a more robust 
watchdog approach is required. It is vital that 
the Gambling Commission should ensure 
that the mistakes in alcohol public policy are 
not repeated in gambling. 
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Comment 



"Gambling is the son of avarice and the father 

Colin Drummond 


of despair." 

French proverb 


Prof Colin Drummond, SCAN Lead, considers the growth of gambling in the UK and the role of addiction 
psychiatrists in dealing with its harmful effects. 


W hy have we devoted this special 
issue of SCANbites to gambling? 
Clearly the unfolding drama of 
economic chaos across the 
world as a result of bankers gambling with 
other people's money on a vast scale cannot 
have escaped our readers' attention! That 
aside, the issue of gambling is timely in other 
respects. Sally Braithwaite in this issue describes 
the growth in gambling in the UK fuelled by 
our government's libertarian policies, and in 
particular the growth of internet based 
gambling opportunities. Online gambling is a 
particular cause for concern: the casino that 
never closes, conveniently brought to the 
privacy of your own home, to make it as easy as 
possible to part with money you can ill afford 
to lose. Small wonder then that gambling and 
the problems associated with it are on the 
increase. 

Arguably, gambling has been around since the 
Garden of Eden, and ironically it has 
subsequently been closely linked to organised 
crime. But in the UK the significant shift has 
been the gradual deregulation of gambling 
since the 1960s, accelerating recently with the 
2005 Gambling Act, with huge takings for 
those corporate interests behind it. UK 
gambling turnover has increased from £2bn to 
£50bn in just 5 years, and it is estimated that 
gambling is worth £100bn to the UK economy. 
No surprise then that the UK government, as 
Sally Braithwaite points out, has entered into a 
Faustian pact with the gambling industry. 

Gambling is an inherently addictive activity and 
research increasingly uncovers the underlying 
processes of gambling dependence which have 
much in common with addiction to 
psychoactive drugs. Luke Clark in this issue 
describes recent advances in the neurobiology 
of problem gambling which suggest that it is 
no ordinary activity, just as Babor and 
colleagues have labelled alcohol "no ordinary 
commodity". And while the prevalence of 
harm related to problem gambling may not 
have reached the scale of alcohol in the UK, it is 
clearly moving in an upward direction, and for 
those affected, the harms are serious and 
sometimes life threatening. 

Emanuel Moran also makes the connection 
between UK government policy on alcohol and 


gambling, and makes the plea that we should 
not stumble blindly into liberalising policies 
that fuel a growth in problem gambling in the 
same way as has happened with alcohol. It 
should come as no surprise that the same 
government department responsible for 
loosening controls on gambling and 
promotion of growth in casinos, the DCMS, has 
also overseen the introduction of 24 hour 
alcohol licensing, and whose minister, Gerry 
Sutcliffe, last year sought to undermine the 
Chancellor's increase in alcohol taxation by 
encouraging publicans to lobby against it 1 
(although he subsequently backtracked, 
apparently). 2 

So what should addiction psychiatrists be 
doing about problem gambling? Gambling has 
not been high, or really anywhere, on the UK 
health agenda up till now in spite of the clear 
commonalities with drug addiction. Henrietta 
Bowden-Jones in this issue describes the UK's 
first national NHS problem gambling clinic 
based at CNWL in Soho, which may become a 
model for development of other services 
around the country. The clinic is partially 
funded on a voluntary basis by the gambling 
industry though the Responsibility in Gambling 
Trust, with CNWL trust as the host. This is an 
interesting model compared to existing 
alcohol misuse and smoking cessation services 
funded mainly through the NHS by the 
taxpayer. Clinicians interested in getting 
involved with this type of relationship with the 
gambling industry would need to be convinced 
about the ethics of doing so. But nevertheless, 
the principle of industries like alcohol, tobacco 
and gambling contributing a proportion of 
their considerable earnings towards treatment, 
prevention, and research is appealing. It would 
be even more appealing if this funding were 
kept more at arms' length from industry, 
collected by government as a hypothecated 
tax and distributed by bodies free of 
commercial interests. Such tax would have the 
additional benefit of limiting the growth of 
problem gambling. 

Given the prevalence of problem gambling in 
the UK and the likely demand for treatment, 
and the already stretched nature of addiction 
services, developing new gambling treatment 
services will need realistic funding. It is not 
clear how much the gambling industry will 


want to contribute financially to a wider UK 
roll out of gambling treatment, which up until 
now has been predominantly in the voluntary 
or mutual aid sectors. So clear direction from 
government (particularly the Department of 
Health) would be helpful. As with alcohol 
misuse, problem gambling is likely to continue 
to grow in the current libertarian policy 
climate. And, as in the case of alcohol, 
psychiatrists have an important role to play in 
highlighting the problems of gambling and 
the need for effective strategies, including 
appropriate help and treatment for those 
affected. 
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Online gambling: the stakes look great for 
financial investors but temptation comes at a 
Faustian price Sally Braithwaite 


Dr Sally 
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SCAN Policy 
Advisor and 
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addiction 
psychiatrist, 
Surrey and 
Borders 
Partnership NHS 
Trust 



The British gambling scene is changing 
rapidly 1 and the cultural transformations 
taking place in UK gambling practices also 
appear to be occurring globally. 
Deregulation and liberalisation of 
gambling legislation combined with rapid 
technological developments, have made 
the prospect of gambling in cyberspace 
possible for more people than ever before. 

In addition, the increased financial 
revenues that these changes are bringing are 
considerable. UK gambling turnover soared 
from £2 bn to £50 bn between 2001 and 
2005, with the online gambling industry 
fuelling much of that growth 2 . In 2008, 
gambling was worth somewhere in the region 
of £100 bn to the UK economy. In recent 
months, fervour in the British financial press has 
been high as investors, struggling to find safe 
homes for their cash in the recession, are being 
advised that online gambling companies are 
likely to be one of the few remaining industries 
that are capable of surviving during these 
troubled economic times 3 . 

The only potentially dark cloud on the 
horizon for investors is the fact that online 
gambling was made illegal in the US in 2006, 
soon followed by the well-publicised arrest of 
senior online gambling executives when they 
arrived in the US during a routine flight 
transfer. 

However, the enticing financial rewards to 
be made from increasing online gambling 
activity appear to carry a Faustian price tag: the 
impact on public health is beginning to be 
estimated and the analyses undertaken so far 
indicate no cause for celebration. Recent 
evidence suggests that the increase in online 
gambling may also increase the potential for 
problem gambling and psychiatric disorder. 

Much of the recent UK research and 


analysis in online or internet gambling has 
been undertaken by Mark Griffiths 4 . His 
analysis of the first UK Prevalence survey in 
Internet Gambling 5 , conducted by MORI in 
1999, showed that online gambling was 
practically non-existent, with only 1% of 
internet users ever having gambled online, and 
no evidence of problem gambling. 

However, a 2007 survey undertaken by 
the UK Gambling Commission 6 showed that 
8.8% of adults had participated in at least one 
form of remote gambling (through computer, 
mobile phone or interactive television). 

Griffith's secondary analysis 7 of the 2007 
British Gambling Prevalence Survey carried out 
by Wardle et al 8 looked at the demographic 
differences between internet gamblers and 
non-internet gamblers and also examined the 
prevalence of problem gambling amongst 
internet gamblers. Internet gamblers were 
significantly more likely to be male (74%) with 
prevalence highest among those in the 16 to 
34 year age group. The prevalence decreased 
with advancing age: only one in five internet 
gamblers being over 45. Almost half of all 
internet gamblers came from managerial and 
professional households with higher levels of 
education compared to non-internet gamblers. 

Problem gambling, as defined by DSM-IV, 
had a prevalence rate of 5% among internet 
gamblers, with a peak prevalence of 5.7% in 
the 35 to 54 year age group. Earlier US studies 
showed prevalence rates of pathological 
gambling in the general population ranging 
from 0.4 to 1.9% 9 ' 10 ' 11 . Internet gamblers, 
compared to non-internet gamblers were more 
likely to be problem gamblers. Many of these 
results confirm findings from smaller scale 
studies in the UK as well as in the US 14 ' 15 . 

There are also high rates of Axis I and Axis 
II psychiatric disorders in problem gamblers. 


Problem gamblers are more likely to suffer 
from major depression, current or past history 
of alcohol misuse, antisocial personality and 
phobias and engage in suicidal 
behaviour 15 ' 1 ^. 

Online gambling is a more toxic form of 
gambling than more traditional gambling 
activities 18 . The 24/7 access to online gambling 
is a cause for concern given that we already 
know that greater accessibility of gambling is 
associated with an increase in problem 
gambling 19 . In addition, the anonymity of the 
internet combined with its convenience and 
opportunities for escapism and disinhibition 20 
are likely to promote excessive gambling. There 
is also evidence that women may find 
cyberspace a more appealing place to gamble 
than in traditionally more male-dominated 
venues 21 . 

The 2007 annual report from Gamcare 22 , 
a UK charity providing support for problem 
gamblers, reported a 25% increase in calls to 
its helpline (a total of 37,806) compared with 
2006. The average burden of debt per gambler 
also increased by 27% from an average of 
£13,800 to £17,500. Seven per cent of callers 
admitted to owing more than £100,000. Those 
seeking help were mostly aged between 26 
and 35 years of age, and approximately 4%, 
were under 18 years of age. 

In the last few years there has been a 
substantial increase in the gambling 
opportunities offered online and this is likely to 
increase further over time 23 . 

There is currently an estimated 40m online 
gamblers in the world and this is expected to 
quadruple by 2020. The BMA released a report 
in 2007 calling for the gaming industry to 
contribute £10m annually to fund research, 
prevention and interventions for problem 
gambling and the creation of more NHS 
treatment centres. 

The evidence indicates that an increase in 
availability of online gambling activity will be 
accompanied by an increase in harm, 
particularly to younger people. Given the 
already increasing problems associated with 
online and other forms of gambling, there is 
an urgent need for more effective prevention 
and treatment strategies. The UK government's 
Faustian pact with the gambling industry may 
be motivated by simple economics. However, 
this is likely to be a costly error of judgment for 
UK society. 



4 | Supporting specialists, promoting consensus 














REVIEW 


REFERENCES 

1 Griffiths MD, Parke A, Wood RTA et al. (2006) 
Internet gambling: an overview of the psychosocial 
impacts. Gaming Research & Review Journal, 27:27- 
39. 

2 Firth L Gambling Trends 2007 Publisher: Inep 

3 Blitz R.; 2009,2008,2007 and 2006 Financial Times. 
www.ft.com/comment 

4 International Gaming Research Unit, Psychology 
Division, Nottingham Trent University, UK. 
www.gamingresearch.co.uk. 

5 Griffiths MD (2001) Internet gambling: preliminary 
results of the first UK prevalence study. Retrieved 
from Electronic Journal of Gambling Issues. 
www.camh.net/egambling/issue5/research/griffiths 
_article.html 

6 Gambling Commission (2008) 2008 Survey data on 
remote gambling participation. Birmingham: 
Gambling Commission. 

7 Griffiths MD (2008) Sociodemographic correlates 
of internet gambling: findings from the 2007 
British Gambling Prevalence Survey. Cyber 
Psychology & Behaviour. Publishers: Mary Ann 
Liebert. Ahead of print. 
doi:10.1089/cpb.2008.0196. 

8 Wardle H, Sproston K, Orford J, et al. (2007) The 
British Gambling Prevalence Survey 2007. London: 
Stationery Office. 

9 Petry NM, Stinson FS, Grant BF (2005) Comorbidity 
of DSM-IV pathological gambling and psychiatric 
disorders: results from the National Epidemiologic 
Survey on Alcohol and Related Conditions. J Clin 
Psychiatry, 66:564-574. 

10 Welte J, Barnes G, Wieczorek W, Tidwell MC, Parker 
J (2001) Alcohol and gambling pathology among 
US adults: prevalence, demographic patterns and 
comorbidity. J Stud Alcohol and Drugs (2001) 
62(5):706-712 

11 Gerstein DR, Volberg RA, Toce MT et al. (1999) 
Gambling Impact and Behavior Study: Report to 
the National Gambling Impact Study Commission. 
Chicago, III: National opinion Research Center. 

12 Griffiths MD, Barnes A (2008) Internet gambling: an 
online empirical study among student gamblers. 
International Journal of Mental Health & Addiction 
(2008) 6 (2): 194-204. 

13 Ladd GT, Petry NM (2002) Disordered gambling 
among university-based medical and dental 
patients: a focus on Internet gambling. Psychology 
of Addictive Behaviours, 16:76-9. 

14 Petry NM, Weinstock J (2007) Internet Gambling is 
common in college students and associated with 
poor mental health. The American Journal on 
Addictions, 16:325-330. 

15 Crockford DN, El Guelbaly N (1998) Psychiatric 
Comorbidity in pathological gambling: a critical 
review. Canadian Journal of Psychiatry, 43:43-50. 

16 Cunningham-Williams RM, Cottier LB, Compton WM 
et al. (1998) Taking chances: problem gamblers and 
mental health disorders - results from the St Louis 
Epidemiological Catchment Area study. American 
Journal of Public Health, 87:1093-1096. 

17 George S, Murali V (2005) Pathological Gambling: 
an overview of assessment and treatment. 
Advances in Psychiatric Treatment, 11:450-456. 

18 Griffiths MD (2003) Internet Gambling: Issues, 
Concerns and Recommendations. Cyberpsychology 
& Behaviour, 6:557-568 

19 Marcum J, Rowen H (1974) How many games in 
town? - the pros and cons of legalized gambling. 
Public Interest, 36:26-52. 

20 Joinson A (1998) Causes and implications of 
dishinhibited behaviors on the internet. Psychology 
and the internet: intrapersonal, interpersonal and 
transpersonal implications. p43-60 New York: 
Academic press. 

21 Griffiths MD (2001) Internet gambling: preliminary 
results of the first UK prevalence study. Retrieved 
from Electronic Journal of Gambling Issues. 
www.camh.net/egambling/issue5/research/griffiths 
_article.html 

22 Gamcare, London. UK.www.gamcare.org.uk/ 
publications.php. 

23 Stewart D (1996) Tenth Annual White Paper Series: 
An Analysis of Internet Gambling and its Policy 
Implications. Washington DC: American Gaming 
Society. 


Review of the DCSF Consultation on Children, Young 
People and Alcohol Debora Judge 


If you are young and you drink 
a great deal it will spoil your 
health, slow your mind, make 
you fat - in other words, turn 
you into an adult* 

PJ* O’Rourke 

F or the last six years I have lived in a small town 
in rural Wiltshire. The house backs on to a 
country park, where the night air at weekends 
is filled with the sounds of drunken merry¬ 
making .. .or fights .. .or police breaking up large 
groups of youths. I have two part-time NHS jobs as a 
specialist CAMHS consultant working solely with 
substance misuse problems. So with a professional 
interest, a ringside seat and a teenage daughter, I 
have been following the government angle on this 
topic with interest, both professionally and as a 
parent. 

There is no doubt that there has been a 
significant shift in the patterns of drinking amongst 
young people, so this document is timely. 
Unfortunately the opening line of this paper says it all, 
"Drinking alcohol plays a long-standing, generally 
positive role in British culture". Immediately it is 
assumed that we accept the 'positive' place of alcohol 
in our society. But let me take a deep breath, not be 
riled at the first fence and take an objective view of 
the document. 

The aims of this consultation are to describe the 
potential health consequences of alcohol use in 

AND THE CHIEF MEDICAL OFFICER'S ADVICE 
IS ALSO FATALLY FLAWED 

childhood, to advise parents and young people and to 
stimulate feedback from them. In the future the DCSF 
will then make available clearer, better information 
about the health risks of alcohol. 

The DCSF approach to children drinking is that, 
"parents should be responsible for their children's 
alcohol related anti-social behaviour". The focus on 
anti-social behaviour and crime is a theme 
throughout. Young people that I see with problems 
related to alcohol use do not necessarily behave anti- 
socially or commit crimes. They tend to have complex 
lives and histories of trauma, separation and loss. 

They tend not to have stable home lives and parental 
support. The advice to choose the 'healthy option' of 
an alcohol-free childhood is likely therefore, to result 
in the despair voiced by Jamie Oliver as he tried to 
encourage children to choose the 'healthy option' for 
school dinners. I may be an old cynic, but the turkey 
twizzler equivalent of the world of alcopops is proving 
to be as popular and attractive to young people as its 
fast food counterpart. 

The Chief Medical Officer's advice, to delay the 
start of drinking through informing young people and 
parents of the health risks, is also fatally flawed. 

Those children most at risk of early introduction to 


alcohol are those least likely to have a stable family 
background and parents to communicate this advice. 

Significantly absent from the document is any 
discussion of the links between adolescent mental 
health and alcohol use. When considering evidence of 
health risks to young people from alcohol, there is 
scant mention of co-existence of mental health 
problems. Viner and Booy 1 gave an extremely clear 
and concerning description of adolescent 
demographics and mortality. They describe a rise of 
"social" causes of mortality, including road traffic 
injuries, other injuries, and suicide, which have 
replaced communicable diseases as the most 
common causes of death in adolescents. The most 
common associated risk factor in these 'social' causes 
of deaths is alcohol - tangled up with depression and 
social disruption. These are the young people that I 
see in the services I work with in Bristol and Wiltshire. 
They are complex on many levels - disrupted family 
and social histories, mental health problems (often 
undiagnosed), a history of trauma and substance 
misuse. 

Looking at the NTA's "Getting to grips with 
Substance Misuse amongst young people" they note 
the significant increase in numbers of young people 
accessing treatment, most commonly for cannabis 
and/or alcohol. In common with the DCSF document, 
there is virtually no mention of mental health 
problems and again the key emphasis is on anti-social 
behaviour. 

If this review sounds rather jaded and 
disappointed, well I guess that's where it left me. Until 
we take a broader look at the health risks of alcohol, 
including mental health and emotional well-being 
across generations of social and family change, we 
are going to miss the opportunity to truly support and 
protect the health of young people. We will continue 
to criminalise and exclude young people from the 
potential of their futures. We will continue to stick 
our heads in the sand and take a softly, softly 
approach on alcohol, even when we are presented 
with the clear but complex links with wider social 
issues that have an impact on child and adolescent 
health and wellbeing. 

REFERENCES 

1. Viner R and Booy R. (2005):BMJ; 330(7488): 411-414. ABC of 
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Leadership in addictions 


Owen Bowden Jones 

Like many people, I recently watched the 
inauguration of President Obama and took a 
moment to reflect on his appeal. Why is 
Barack Obama a good leader? What 
characteristics does he possess that have 
created such a powerful response from the 
public, both in the United States and far 
beyond? 

Some will point to his good looks and 
charisma, his talent for clearly articulating 
complex ideas, the public's enthusiasm for his 
policy statements and the clear determination 
with which he intends to implement them. 

Others will say they feel he listens and represents 
them. Or is it his message of change when many 
people feel stuck? 

I agree with many of these reasons but 
believe he possesses one particular leadership 
quality that is at the root of his appeal. This 
quality is an authenticity rare in a politician. An 
intangible sense that he truly believes what he 
says. This may stem from his repeated insistence 
that all policy should be 'value based' rather than 
determined by dogma or ideology. By referring to 
a set of core beliefs, for him enshrined by the 
amendments of the US Constitution, he claims to 
have a set of internalised values that guide him 
through the many complex challenges he faces. 

So let's indulge in a little fantasy and imagine 
President Obama transported to the UK and 
working as an addiction psychiatrist in the current 
NHS. How might his formidable leadership skills 
translate to our numerous challenges. What core 
values would he espouse to guide him through 
the many contradictions of the addiction field? 


My guess is that they would be that 
treatment should be non-discriminatory, patient 
focused, equitable and accessible, based on best 
evidence and informed by scientific research. That 
care of patients should be empathic and delivered 
by professionals with the highest possible level of 
ability and skill, whilst acknowledging the need 
for cost-effectiveness and financial rigour. 

Although we do not have the benefit of a 
charismatic President, we are lucky enough to 
have leaders in the addiction field, many of them 
psychiatrists, who hold dear values and work 
tirelessly for their patients. Mr Obama reminds us 
that you do not need to hold high office to be a 
leader - by being true to a set of personal core 
beliefs you can demonstrate clear and powerful 
leadership across a range of situations: multi¬ 
disciplinary meetings, clinical governance 
committees, commissioning reviews, strategic 
away-days. 

Most addiction psychiatrists develop their 
own core values, along with a host of leadership 
skills, long before they become consultants. As 
junior doctors, managing cardiac arrest teams or 
guiding patients through physical suffering, we 
begin to grasp the particular leadership role 
expected of us by patients and other clinicians. 
The days of unthinking deference to medical staff 
have rightly passed into history and caricature, 
but we are still often looked to when teams are 
struggling with complex clinical situations or to 
resolve conflict within services. 

My own leadership skills have been very 
much moulded by my medical training, 
particularly a rather isolated junior posting in rural 


Australia. On the first day it was explained to me 
that I was the only doctor for 300km and had 
better hurry up and learn how to use the X-ray 
machine! 

During the first few months of my new 
consultant post, I felt comfortable with my clinical 
skills but completely out of my depth with the 
complexity of the NHS. As a result, I successfully 
applied for a two-year leadership programme 
with the Health Foundation, which was unique in 
mixing together clinicians and senior managers. 
This was my first opportunity of working closely 
with managers who, as a group, had been 
viewed with considerable suspicion by some 
medical colleagues. My own experience was 
quite the opposite and the managers I worked 
with were truly inspirational in their unflagging 
commitment to the quality of patient care. 

On completing the Health Foundation 
programme, I put myself forward for leadership 
roles when they came my way. I learnt from 
mistakes and have slowly developed a leadership 
style with which I feel comfortable. 

Whilst books and journals on clinical 
leadership are a useful resource, my own belief is 
that they can be a little dry and no substitute for 
actual leadership experience. There are however 
a number of organisations, such as the British 
Association of Medical Managers, the King's 
Fund, the Health Foundation and the Deaneries, 
which are able to offer excellent support and 
leadership training. 

More than ever, I passionately believe that all 
clinicians hold a crucial role in leading the 
development of services. Alongside patient and 
carer representation, clinicians should 
complement the skills of general management in 
improving the accessibility and quality of services. 

Addiction psychiatrists' understanding of the 
biological, psychological and social perspectives 
combined with our background in science and 
research equip us with a unique set of skills to 
analyse, innovate and lead. It is however our 
responsibility to demonstrate these values or risk 
being left out of the current debates. 

These are challenging times. The value of 
psychiatrists in helping people with addictions is 
under scrutiny as never before. It is also however 
an excellent time to remind ourselves of our 
many leadership skills and to use them to clearly 
articulate the core values we believe should 
underpin the future of addiction treatment. 

To paraphrase President Obama... 

Can we change? Yes, (with good clinical 
leadership) we can! 

RESOURCES 

www.bamm.co.uk 

www.kingsfund.org.uk 

www.health.org.uk 

www.londondeanery.ac.uk 
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REVIEW 


Safeguarding children: the role of 
addiction specialists Aideen O'Kane 


W e know that between 250,000 
and 350,000 children are 
affected by parental drug 
misuse in the UK and up to 1.3 
million children are living with 
parents who misuse alcohol. 1 - 2 The evidence 
shows that parental substance misuse causes 
"serious harm to children at every age from 
conception to adulthood". 1 Reviews of child 
protection cases consistently show that the 
more serious the case the more likely 
substance misuse was found to be a factor. 1 - 2 
As addiction specialists we have a key role to 
play in identifying those children and families 
in greatest need, and we are frequently the 
only professionals who maintain sustained 
contact with parents who misuse 
substances. 1 

• Are we proactive in gathering information 
about our client's dependants and 
whereabouts? 

• Could we improve our liaison with GP 
colleagues, Children's Services and Social 
Services? 

• What is our threshold for raising concerns? 

What do key policies and documents say? 

Hidden Harm (2003) emphasised the 
importance of collecting a minimum data set 
on clients' dependants along with assessing 
the effects of parental substance misuse on 
children. Standardised assessment tools such 
as the Common Assessment Framework 
(CAF) may aid this process. 

It recommended that staff in addiction 
services need to be "trained in how to assess 
clients as parents, and their children". It 
stated the importance of forging good links 
between substance misuse, maternity and 
social care services, as well as a need for 
addiction services to take some responsibility 
"to ensure that there is clear provision for 
children of users within the adult treatment 
plan". 1 - 3 

The Drug Strategy (2008) emphasised the 
need for "a sharper focus on effective 
prevention, and on intervening before 
problems arise". It places responsibility on 
adult and young people's substance misuse 
services (YPSS) to identify needs early, and 



provide family focused interventions for the 
children of drug users. 4 

Other key documents include the 
Confidential Enquiry into Maternal and Child 
Health (CEMCH, 2007) and the Children's 
Plan (the government's 10 year vision for 
England's children's services); both see 
tackling substance misuse together with joint 
working between adult and children's services 
as necessary to improve outcomes. 5 - 6 

Challenges 

1. Getting to grips with new terminology 
and management structures There has 
been a lot of new policy in recent years 
shaping the development of children's 
services. We need to be familiar with the 
new definitions, terminology (e.g. 
safeguarding) and systems if we are to 
influence them! 

2. Information sharing and interagency 
collaboration This is essential if we are to 
achieve our aim of early identification of 
children and families in need. 

A study looking at children referred to 
social services whose parents misused 
substances highlighted areas for 
improvement in both specialist services 
and social services. 

The study's primary aim was to explore 
how adult and children's services worked 
together. It found that drug and alcohol 
services were not routinely involved in the 
assessment and planning processes of child 
protection procedures. (Parental substance 
misuse was found to be an issue in 60.3% 
of cases but when an initial child 
protection conference was held substance 
misuse services were represented in only 
18.2% of cases. 7 ) 

3. The therapeutic relationship Amongst 
practitioners, there is the fear of 
jeopardising the therapeutic relationship. 
Amongst clients the dilemma is whether to 
share information or not, given the 
perceived fear they may lose their children. 
Building a culture where information is 
routinely shared in a sensitive and 
constructive way will take time. Parents 
report wanting "practitioners to be 
transparent, honest and open with 
(them)". 7 

Recommendations 

1. Training We need to ensure that we, and 
our teams, are competent in assessing the 
needs of children and families. We should 
link with CAMHS to develop joint training 
opportunities. 

2. Partnership working There is a need for 
clear protocols on information sharing, 
confidentiality and other areas of 


contention between services, with clear 
lines of accountability and responsibility. 
More regular communication between 
agencies by joint meetings, joint training, 
and providing regular updated reports on 
individual cases would help, as would 
specialist advice and guidance to social 
services, about specific substance misuse 
issues, on a more frequent basis. 7 

3. Risk assessment We need to ensure that 
our risk assessments collect the essential 
information on safeguarding issues, and 
that we use this information proactively to 
inform assessment and management plans. 

4. Service development Addiction specialists 
could be more proactive locally. This is a 
time of change and with that brings an 
opportunity to influence the development 
of services. Clinicians from addiction 
services ought to be represented on local 
Safeguarding Children's Boards and we 
need to highlight the issue with our 
commissioners; they have a responsibility to 
ensure provision locally for the children and 
families of substance users. 1 
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in terview 


From synapse to drug policy 

An interview with Professor David Nutt 

Professor David Nutt is one of the leading addiction researchers internationally and has recently moved to Imperial 
College in London as Professor of Neuropsychopharmacology. He has had a long and distinguished career exploring 
the psychopharmacology of addiction and was director of the psychopharmacology unit in Bristol for 20 years. He 
has now been appointed as chair of the Advisory Council on the Misuse of Drugs. Colin Drummond interviews him 
about his career and his thoughts about the future of addiction research. 


CD: How did you get involved in the 
addiction field? 

DN: I had always been fascinated in 
psychopharmacology for reasons that I don’t 
fully understand. When I was at school I was 
in the debating team and I took a very hard 
line against drugs based on what I had read. 
Well I suppose we all have the capacity to 
change! I went to university to study 
psychology but was seduced by 
pharmacology under the mentorship of Les 
Iversen, and that was inspirational. I like the 
one synapse view of the brain, and I just 
found the explanatory power of the synapse 
absolutely wonderful, and that has influenced 
all my work for the rest of eternity. And that 
led me to change courses to medicine. 

CD: After Cambridge and Guy's Hospital 
you moved to Oxford as a post-graduate. 

DN: Yes at Guy’s I had become interested in 
clinical pharmacology. Endorphins had been 
discovered about the time I went to 
university and I became interested in their 
relationship to pain. So went to the MRC 
clinical pharmacology unit Oxford to do a 
PhD in pharmacology with David Grahame- 
Smith. Hugh Gurling and I were the first two 
psychiatrists to get Wellcome senior research 
fellowships. 

CD: And then you moved to the US to work 
as clinical director of the National Institute 
of Alcohol Abuse and Alcoholism. 

DN: Yes I went to visit NIH in Bethesda and 
realised how awesome it was, and then they 
offered me a job and I went over there. 
Initially I said I would give them two years 
to see how it panned out. I could have stayed 
longer but came back so our children learned 
how to play football rather than baseball! I 
had a ridiculously large budget by UK 
standards but the inefficiency of the system 
is overwhelming. 


Nevertheless it was a very stimulating 
environment in the 1980s. It was at the 
beginning of the imaging revolution and I 
helped them to set up a PET ligand. Then I 
was made an offer by Reckitt and Coleman 
to set up a psychopharmacology unit in the 
UK. One of my old professors of 
pharmacology from Oxford, Jimmy 
Mitchell, had moved to Bristol. He was one 
of the people who discovered GABA. So I 
rang him and asked if he would like me to 
set up the unit in Bristol. And there we 
moved. I had been mainly a pre-clinical 
researcher but switched to human research. 

CD: what do you think that the main 
contribution of psychopharmacology has 
been in understanding and treating 
addiction during the time that you have 
been in the field? 

DN: I think the main contribution is 
explanatory power as, apart from solvents 
which are under researched, for any drug 
that is abused we can explain its actions in 
terms of neurochemistry. We can explain its 
adverse effects and to some extent its 
tolerance and dependence. So we have an 
almost complete pharmacological 
understanding of the actions of drugs of 
abuse. In terms of treatment, buprenorphine 
has been a major advance. 

I worked with Reckitt and Coleman 
partly because of my fascination with 
buprenorphine. But they were anxious that 
their reputation would be sullied by getting 
involved in using one of their products in 
high doses to treat addiction. I think they 
pulled out of funding addiction research 
partly for that reason which has made me 
probably the only professor of psychiatry in 
the UK who has been made redundant by 
the pharmaceutical industry! But of course 
buprenorphine has become an important 
new development in opiate treatment. 


CD: Looking forward, what are the 
most promising opportunities for the 
development of psychopharmacology of 
addiction? 

DN: One challenge and opportunity is to 
develop anti-craving drugs, with more 
specific actions than we currently have, as 
new compounds come along. Another 
promising area is drugs like d-cycloserine 
that may promote ‘unlearning’ of addiction. 
We have been working on this for a number 
of years and are just analysing the results of 
a study looking at d-cycloserine on craving. 

And then of course vaccines are 
potentially hugely important. They seem to 
have gone in to a bit of a lull recently, but 
conceptually I think they are very 
intriguing. If we put the same investment 
into developing vaccines to prevent drug 
misuse as we put into the search for 
vaccines in other areas we could potentially 
make some major advances. But as you 
know addiction research is the Cinderella of 
psychiatry, which itself is the Cinderella of 
medicine. So getting support for this is 
difficult. 

CD: You have been instrumental in several 
UK initiatives in addiction research 
recently, notably the Foresight project 
now the MRC addiction research initiative. 

DN: It was people like us banging on that 
addiction research was getting short shift 
compared to other disease areas, and the fact 
that technology, particularly genetics and 
pharmacology was offering significant new 
approaches to studying addiction. Everyone 
knows that addiction is the great public 
health problem in the country. I am actually 
working on an editorial titled ‘heroin or 
Hodgkin’s: what would you rather have 
your son have?’ 

I think it is better to have Hodgkin’s 
then heroin addiction in terms of life 
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expectancy now. But there is still huge 
discrimination against people with addiction 
problems. Wilful moralism about addiction 
being self inflicted and a view that those 
who use drugs deserve what’s coming to 
them, works against a more rational 
approach and proper commitment to 
funding of research on prevention and 
treatment. 

CD: We are unlikely to get the kind of 
money NIDA has at its disposal through 
this new MRC initiative on addiction 
research, but what do you think that we 
could be doing better in addiction 
research in the UK? 

DN: I think it is highly significant that the 
MRC has decided to look more closely at 
addiction as a research priority, bucking the 
trend of the past few years. I think that in 
the UK we have to play to our strengths. 
These are that we have some very good 
basic scientists in areas relevant to addiction 
like learning behavioural processes. We are 
clearly world leading of those areas in 
preclinical science, and we have to bring 
those people into addiction. And we also 
have a remarkable body of high quality 
addiction researchers in their middle age 
now, who we are going to lose in the next 
10-15 years sadly. We need to promote new 
talent coming into the field and pull 
resources together into national research 
networks on various topics. 

As an aside I have been an external 
referee for four years for a programme of 
alcohol research in Sweden funded by the 
insurance company AX A. They realised 
they were losing millions of dollars a year 
through alcohol related claims and so they 
invested two million a year for six years into 
research on prevention and treatment. That 
has funded about 10 projects ranging from 
genetics through to clinical trials which has 



led to real progress and fascinating insights 
with a relatively modest investment. The 
MRC investment although also relatively 
small has the potential to do the same here 
by bringing researchers together around 
some promising topics. If we could get the 
DH National Institute for Health Research 
interested as well that would be a huge 
bonus. The cost to society of addictions is 
probably greater than dementia and 
schizophrenia put together, and yet the 
research funding does not yet reflect that. 

CD: You are now chair of the ACMD what 
would you like to achieve during your 
term of office? 

DN: Rational evidence based drug policy! 
The Misuse of Drugs Act should be 
constructed according to scientific 
principles so that drugs are in the right class, 
so we can give the right messages about the 
harm they cause. That is what I would like 
to achieve. This will be challenging as there 
is a peculiar hostility to scientific debate 
about drug harm. Scientists should not be 
asked to present evidence in a way that 
supports moral positions on drugs. Rather 
we need a balanced debate based on the 
available evidence. 

Either we should go for another system 
or at least have an honest debate about 
where the drugs should be placed within the 
existing classification, according to the 
remit of the Act in terms of relative 
harmfulness. I think it could be a very 
powerful tool for policing and education but 
it has to be used properly, based on the 
evidence, otherwise it does not add any 
value. Politicians should do the politics and 
arbitrate on the moral issues. Scientists 
should present the evidence and not get 
involved in supporting moral arguments 
which are invariably seized on by 
politicians. 


CD: You have very recently moved to a 
new post at Imperial College as Professor 
of Neuropsychopharmacology. What 
opportunities do you feel that this opens 
up? 

DN: I have been doing brain imaging at the 
Hammersmith MRC Cyclotron unit with 
people like Anne Lingford-Hughes and 
David Brooks for 15 years now, trucking up 
and down the M4, so it would be better to 
be working in one place. But also the 
facilities in the new Glaxo Smith Kline 
centre are world leading. We are discussing 
development of co-investment from King’s 
College, UCL and Imperial College to 
produce a world class PET scanning facility. 
We are looking to develop new tracers for 
addiction, particularly focusing on 
dopamine. Hopefully we can discover the 
role of dopamine in addiction before I retire. 

CD: What do you feel addiction psychiatry 
has to offer addiction research? 

DN: We are critically dependent on clinical 
addiction psychiatrists to bring the patient 
base into research and being positive about 
research. Addiction psychiatrists can also do 
research. But perhaps one of the weaknesses 
of clinical addiction in the UK is that there 
are not enough clinicians doing research. 
When you do research you begin to 
understand more about what you are doing. 

I have the view that research is a very 
necessary element in anyone’s clinical 
practice because it keeps you thinking and 
provides incremental knowledge so that you 
end up doing things better over time. I think 
it is so important that academics form 
working partnerships with clinicians 
because we both need each other. We are a 
true marriage in that sense. 

CD: Thank you and good luck with the new 
job. 


"Scientists 
should not 
be asked 
to present 
evidence in 
a way that 
supports 
moral 
positions 
on drugs" 


"Academics 
and clinicians 
are like a true 
marriage. 
They need 
each other." 
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LIVER DISEASE 


Liver disease and 
the addiction 
psychiatrist 



In 1970, when Jimi Hendrix topped the charts 
with Voodoo Chile and Hepatitis C patients were 
first experimenting with the intravenous route of 
gratification, liver disease was rare in the UK. 

The relative male liver SDR was just over 3 
whereas in France it was 52. Since then liver death 
rates have been falling in Southern Europe and 
increasing in the UK - which overtook Spain in '99, 

Italy in '00, and France in '03. The continued increase 
in liver deaths is now the major public health problem 
in the UK - and of these deaths, 85% are alcohol- 
related. 

The key driver for this spectacular increase in 
mortality has been an increase in the affordability of 
alcohol - the correlation between the two is 0.98 1 . 
Other factors have played a role; the easy availability 
and promotion of alcohol through supermarkets, the 
increase in strength of alcoholic drinks and alcohol 
portion sizes, the development of children's drinks in 
the form of alcopops, and the heavy promotion of 
alcohol to teenagers in the 1990s can all be implicated. 
But cheap booze is the main factor because you need 
to drink a lot of alcohol to get liver disease. 

The main health risks from alcohol are apparent at 
14-20 units / week, but the risk curve for liver disease 
really increases at around 30-40 units / week, and the 
median intake in our liver patients is around 80 units/ 
week. Even the most committed drinker is hard 
pressed to drink three bottles of vodka in a weekend, 
and by the time serious liver disease develops, nearly all 
patients are daily or near daily drinkers. Around a third 
have severe alcohol dependency, a third moderate 
dependency, and a third are heavy social drinkers. 

The problem with liver disease is that although it 
may take ten years of heavy drinking to get cirrhosis, 
the process is painless and symptom free. Patients 
present with acute on chronic liver failure and an 
immediate mortality of around 25%. The only way to 
reduce this early mortality is to prevent liver disease 
from developing in the first place, and the most 
effective and cost effective way to do this is through a 
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Senior Lecturer and Head of Clinical Hepatology, 
University of Southampton 

gradual and sustained increase in taxation. The overall 
mortality of alcohol related cirrhosis is around 50%, 
half die early within a few months of presentation, the 
remaining half die later - and it is here that the 
addiction psychiatrist really has a role a to play because 
the single most important factor in determining this 
later mortality is drinking behaviour (figure 1 - Verril et 
al Addiction in press). 

In the myth of Prometheus, the Titan is chained to 
a rock; every day an eagle eats half his liver, and every 
night the liver regenerates. In alcohol related cirrhosis 
the liver doesn't regenerate overnight, but within 18 
months of abstinence the survival curve is essentially 
flat irrespective of the degree of pathological damage 
on a liver biopsy. Providing one is still alive it is never 
too late to stop drinking. 

Given the importance of alcohol 
cessation one would imagine that the 
liver units of the UK would be 
crammed with addiction psychiatrists 
jostling to get to the patients. Even 
more so because as only one third has 
severe dependency and all patients are 
facing a simple life or death decision. 
The prognosis is comparatively good. 
Even without specialist treatment 
around half of the patients will stop 
drinking, and most of these will remain 
abstinent long term; with appropriate 
specialist treatment and support this 
figure could probably increase to 60- 
70%, with a corresponding reduction 
in mortality and morbidity, and a huge 
reduction in NHS costs. 

12.00 


Unfortunately it is not easy to obtain the services 
of addiction specialists. In almost 15 years I have 
successfully referred patients on a handful of 
occasions. At first I put this down to the expert 
defences employed by our local addiction services - 
referral letters had to be written on parchment using a 
freshly plucked swan quill, and hand delivered by a 
liveried footman on February 30th. However, once we 
had established a convivial working relationship with 
our local addiction service, it became clear that with a 
single consultant covering over 250,000 people our 
400+ liver admissions a year were not going to get a 
good service. Addiction services appear to be funded 
by the Home Office primarily to stop Daily Mail readers 
having their car radios stolen - preventing young 
mothers from dying of alcohol related disease has not 
traditionally been a high priority. 

In some cases liver doctors do their best to deal 
with the alcohol issues. But many DGH 
gastroenterologists treating patients with alcohol 
related cirrhosis will have received at most six months' 
training in liver disease, and probably no training at all 
in alcohol misuse. The older ones, including me, tend 
to be autodidacts with all the problems that entails. 
Many liver doctors are happy to treat physical 
problems, preferably with an endoscope, but are way 
out of their depth when it comes to dealing with 
lifestyle and more complex issues. 

In the long term we need properly trained and 
funded liver and addiction services; a 25% increase in 
alcohol taxation would provide £4bn to fund these 
services but the political will is lacking. In the meantime 
there may be things that our hard pressed addiction 
psychiatrists and liver specialists can do to help. 

Perhaps meet up with colleagues in your local liver unit 
and offer to take part in their training programmes, 
invite them to teach on your training programmes in 
return and be more imaginative about setting up new 
support services. In Southampton our trained specialist 
liver nurses went on an excellent day release course on 
addiction at St Georges, and set up their own specialist 
alcohol service; picking up patients while in hospital, 
offering support on discharge and then triaging to 
community based services. The clinic follow up DNA 
rate dropped to around 4%, one year abstinence rates 
increased to 60%, and £90,000 of in-patient bed days 
was saved by preventing repeat admissions. 

The new NHS target and LAA on reducing alcohol 
related hospital admissions means that many PCTs are 
now looking actively at these developments for the 
first time. Unfortunately it looks like many more liver 
patients will die before the Government takes effective 
action; in the meantime a little more imagination and 
hand holding from liver specialists and addiction 
specialists can make a difference. 

REFERENCES 

1 Sheron N, Olsen N, Gilmore I. An evidence-based 
alcohol policy. Gut 2008 Oct;57:1341-4 
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REVIEW 


The neurobiology of problem gambling 


Dr Luke Clark 


G ambling is a widespread form 
of entertainment in Britain, 
which around 70% of the 
population engage in at least 
annually 1 . It is also a 

behaviour that can spiral out of control, in 
the form of problem gambling. Its most 
severe form , pathological gambling, is a 
recognised DSM-IV diagnosis, with a 
lifetime prevalence estimated around 0.5- 
1% 1 ’ 2 . Milder problem gambling, where 
there is still evidence of harm, has a likely 
prevalence of 3-5% 5 . 

Pathological gambling is currently grouped 
with the Impulse Control Disorders in the 
DSM-IV-TR, alongside conditions like 
trichotillomania and kleptomania. 

Mechanistic overlaps with these 
diagnoses have not been clearly 
established, but there are parallels with 
substance dependence 4 . Severe problem 
gamblers show many of the hallmarks of 
drug addiction, including: 

• Withdrawal symptoms , both psycho¬ 
logical (e.g. irritability, pre-occupation with 
gambling) and physiological (e.g. nausea, 
heart palpitations). 

• Tolerance , i.e. a gradual increase in the 
amount wagered over time. 

• Cravings , i.e. intense desires to gamble 
that represent a barrier to abstinence 5 . 

In addition, there is a substantial co¬ 
morbidity with substance dependence: 
pathological gamblers display elevated 
rates of substance misuse, including 
alcohol use disorders and nicotine 
dependence 2 , and the presence of 
substance use co-morbidity is associated 
with more severe gambling problems 6 . 

The past decade has seen considerable 
advances in our understanding of the 
neurobiology of problem gambling... 

Studies of neurochemicalfunction 
indicate changes in monoamine 
transmission, particularly of dopamine. 

Pathological gamblers show altered 
levels of peripheral dopamine markers in 
cerebrospinal fluid 7 , and manipulation of 
dopamine, using amphetamine and 
haloperidol administration, has been 
shown to modulate gambling urges 8 . 

Gambling problems also occur in 
patients with Parkinson’s disease, and are 
apparently linked to the initiation of 
treatment with dopamine agonists 9 . 
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Neuropsychological research , using tasks 
sensitive to focal brain damage, has 
indicated impaired performance on tests 
sensitive to the integrity of the 
ventromedial prefrontal cortex 10 ’ 11 . Whilst 
some of these tasks involve simplified 
gambling scenarios (e.g. choosing between 
decks of cards to win points), the 
impairment in gamblers is also seen in 
substance dependent individuals without 
gambling problems 11 . 


Functional neuroimaging studies have 
compared neural responses in problem 
gamblers and healthy controls during 
different cognitive tests. These studies 
indicate reduced brain activation in the 
ventral striatum and ventromedial 
prefrontal cortex during tests of reward 
processing 12 , inhibitory control 15 and 
cue-induced craving 14 . 


The nature of this 
reinforcement in problem 
gambling merits further 
scrutiny In substance 
dependence, drugs ‘hijack’ the 
brain reward system through 
direct or indirect actions on 
dopamine 17 . Monetary wins also 
recruit this system, in both 
gamblers and non-gamblers alike, 
but the response is attenuated in 
pathological gamblers 12 . However, 
these monetary wins are unlikely to be 
the only source of reinforcement: many 
gamblers are also motivated by the 
excitement of gambling. This thrill is 
difficult to elicit in the laboratory, but 


The emergent finding from these three 
lines of enquiry is of pathophysiology in 
the neural system that processes reward 
and reinforcement. At a neuroanatomical 


level, this system includes the ventral 
striatum, midbrain, and medial prefrontal 
cortex. At a neurochemical level, the 
mesolimbic dopamine projection is known 
to be critical in signalling reward value and 
expectancy 15 . This system is also 
compromised in substance dependence, 
prompting the suggestion that problem 
gambling may represent a ‘drug-free’ 
model of addiction 16 . Without the 


confounding (e.g. neurotoxic) effects of 
drugs, studies of problem gamblers 
may provide some insight into the 
basic processes underlying the 
development of addiction. 


Dr Luke Clark, 
Department of 
Experimental 
Psychology, 
University of 
Cambridge, 
Downing Street, 
Cambridge 


can be quantified during real gambling play 
in the form of heart rate increases, cortisol 
release and skin conductance responses 18 . 
Gambling-induced arousal may be 
heightened in problem gamblers 
compared to infrequent gamblers 19 ’ 20 


Gamblers also display a number of 
psychological biases in their processing of 
wins and outcome probabilities, which 
cause them to over-estimate their chances 
of winning 21 . In particular, they confuse 
games of chance, where there is no control 
over the outcome, with games of skill, 
where one can exert effective control to 
improve the chance of winning. Various 
features of gambling games promote these 
biases, including near-misses: loss 
outcomes that are very close to the 
jackpot. Volunteers play slot-machines 
rigged with near-misses for longer 22 , and 
report that the near-misses increase their 
desire to play the game 25 . We have recently 
shown that near-miss outcomes also 
harness the brain reward system 25 , despite 
the objective lack of reward and failure to 
predict future rewards on a game of 
chance. Although our volunteers were 
infrequent gamblers, the near-miss 
response in the insula region was positively 
related to a questionnaire measure of 
gambling distortions (e.g. “Losses when 
gambling are bound to be followed by a 
series of wins”), suggesting that problem 
gamblers may show greater reward system 

activity 









during these cognitive biases. 

These recent findings offer a number of 
implications for the treatment of problem 
gambling. The demonstrated benefits of 
CBT for problem gambling 24 may be 
augmented by techniques that aim to 
correct faulty cognitions about gambling; 
for example, by demonstrating that near- 
misses are not significant predictors of 
winning in games of chance 2 5. In cases 
where pharmacotherapy is considered, 
efficacy of drugs that target the mesolimbic 
reward system is predicted. One of the few 
randomised controlled trials in pathological 
gamblers reported beneficial effects of 16 
weeks treatment with the opioid antagonist 
nalmefene 26 . Preliminary data also suggest 
beneficial effects of serotonin reuptake 
inhibitors 27 and mood-stabilisers 28 . Novel 
directions for treatment are likely to be 
indicated as we learn more about the 
mechanisms of reinforcement in gambling 
behaviour, and the neurobiological changes 
that accompany the transition from 
recreational to problem gambling. 
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HISTORICAL REVIEW SERIES 


This issue we start a new historical review series 
from understanding the historical context of our 

Benjamin Rush MD 
and his Inquiry 
into the Effects of 

Ardent Spirits 

Upon the 
Human Body 
and Mind 



In this first contribution, Dr Julian Henry, 
SCAN trainee, considers Dr Benjamin 
Rush’s groundbreaking essay. 


D r Benjamin Rush was born in 
Philadelphia in 1745. After 
completing a bachelor of arts 
degree at what is now Princeton 
University at the age of 15, he went on to 
study medicine in Edinburgh. He returned to 
the United States where he was appointed 
Professor of Chemistry at the College of 
Philadelphia. 

He represented Philadelphia in the 
Continental Congress and he has the 
distinction of being the only physician to have 
signed the Declaration of Independence in 
1776. As well as being an early advocate for 
the abolition of slavery and capital 
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We know that many SCAN members have 
an interest in particular historical figures 
or works which have shaped the field 
and we would be keen to hear from you 
if you wish to contribute to this series. 


inspired by Griffith Edwards' plenary lecture at the Annual SCAN conference in September 2008. In this he demonstrated how much there is to learn 
specialty and how our current ideas about addiction and their treatment have evolved. 


punishment Rush was a pioneer in the 
treatment of mental illness, working hard to 
secure better conditions for patients with 
mental illness. In 1812 he published Medical 
Inquiries and Observations upon the 
Diseases of the Mind, the first American 
textbook on mental illness. 

However, it was his pioneering approach 
to alcohol that is of greatest relevance to us 
as addiction psychiatrists. 

In 1785 he published a small book called 
An Inquiry Into the Effects of Ardent Spirits 
Upon the Human Body and Mind, With an 
Account of the Means of Preventing, and of 
the Remedies For Curing Them. Here Rush 
introduced a disease concept of alcoholism 
(although the term 'alcoholism' was not 
coined until many years later). By the time he 
died in 1813, at the age of 67, he had helped 
lay the conceptual foundation for the early 
Temperance Movement, the forerunner to 
the American Prohibition legislation; 
although ironically Rush himself believed in 
moderation rather than prohibition. 

A Moral and Physical Thermometer 

“Fermented liquors when taken in a 
moderate quantity are generally innocent 
and often have a friendly influence upon 
health and life. ” 

Rush’s thermometer (shown on the right) 
illustrates the descent from ‘Temperance’ to 
‘Intemperance’. He associated different forms 
of alcohol with various vices, diseases and 
punishments. At the top of the Temperance 
Scale he advocated drinking only water. Small 
beer was considered good for ‘serenity of 
mind, long life and happiness’. Cider, wine, 
and strong beer led to ‘cheerfulness, strength, 
and nourishment’ but only when taken in 
small quantities at meal-times. 

Beyond this, as the strengths of alcohol 
increased, so too did the consequences of 
such intemperate appetites: punch led to 
‘idleness, sickness and debt’; toddy and egg 
rum would induce ‘gaming and result in jail’. 
Drams of gin, brandy, and rum were the 
precursors of ‘perjury and burglary’; and at 
the lowest level he indicated that 
drunkenness both day and night could only 
lead to ‘murder, madness, despair, (and 
ultimately) the gallows’! 

“A fit of drunkenness”. 

It starts with ‘unusual garrulity, uncommon 
good humour, progressing through insipid 
simpering, profane swearing, and disclosure 
of their own or other people’s secrets, before 
ending in fighting and a temporary fit of 


madness.’ 

Rush noted that drunkenness resembled 
certain hereditary, family, and contagious 
diseases, and cited a case of a family where it 
spread through four brothers. He advised 
that “such facts should not be overlooked by 
parents in deciding the matrimonial 
connexions of their children”. 

“Ardent spirits impair the memory, debilitate 
the understanding, and pervert the moral 
faculties” 

Rush described with some accuracy the 
physical and mental consequences of chronic 
alcohol use including “decaying the appetite, 
obstructing the liver, causing jaundice and 
dropsy, a husky cough, a fetid breath, 
frequent and disgusting belchings, epilepsy, 
gout and madness. He quoted a colleague, Dr 
Waters, who claimed that of patients confined 
by madness to the Pennsylvania Hospital 1/3 
had been induced by ‘ardent spirits’. 

Cider is “an excellent liquor that is perfectly 
wholesome”. 

Rush advocated the drinking of simple water 
to enjoy uninterrupted good health. 
However for those “unable to relish this 
simple beverage of nature”, he offered a few 
alternatives, including malt liquor, wine 
(“cordial and nourishing”), as well as cider, 
and warned of the indiscriminate use of 
spirits by physicians treating patients that was 
a common practice at the time. 

“Taste not, handle not, touch not should be 
inscribed upon every vessel that contains 
spirits in the house of a man who wishes to 
be cured of habits of intemperance. ” 
Medical cures he had observed working 
included a diet of vegetables, blisters to the 
ankles, and recovering from a violent attack 
of an acute disease such as yellow fever. 

Are Rush’s ideas still relevant today? 

Prior to the publication of this essay in 1785 
drunkenness was seen as a sinful, personal 
choice. Rush was pioneering in his 
conceptualisation of alcoholism as an illness 
rather than a vice. In his Inquiry Rush 
described the physical, psychological and 
social effects of spirits on the body, noting a 
familial inheritance of alcohol problems, 
which helped form the basis for a modern 
understanding of alcohol dependence. 

Rush advocated a strong case for total 
abstinence as the most effective form of 
treatment. Where we would diverge from 
him today in our understanding of alcohol is 


our focus on the quantity of absolute alcohol 
drunk rather than the type. Where he would 
recommend a ‘harm minimisation’ approach 
for those who could not attain abstinence, 
using beer and wine, (and opium) rather than 
ardent spirits, we might consider controlled 
drinking as one outcome of treatment. In 
addition few of us would advocate that 
“different preparations of opium are much 
more safe and efficacious than distilled 
cordials of any kind”. 

However, much was prescient. He 
lamented that why when spirits cause so 
much harm, so little was done by his nation 
to address this? This lament rings true today 
when considering the alcohol-related burden 
on health and concomitant lack of funding to 
address it. In 1785 he estimated that 4,000 
people died of alcohol-related harm in his city, 
and suggested that the loss of 4,000 citizens 
from yellow fever in a single year would 
“awaken general sympathy and terror, and call 
on the strength and ingenuity of law to 
prevent its recurrence”. Why therefore, he 
argues, is the same zeal not manifested to 
protect citizens “from the consuming ravages Rush's Moral 

of distilled spirits”? and Physical 
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AT YOUR SERVICE 


Against all odds: a national problem gambling clinic 

Dr Henrietta Bowden-Jones 



Dr Henrietta 
Bowden-Jones, 
Lead Clinician, 
National 
Problem 
Gambling 
Clinic, Central 
North West 
London NHS 
Foundation 
Trust. 


The beginnings 

The National Problem Gambling Clinic is 
the first multidisciplinary NHS clinic to 
treat problem gamblers in the UK. It 
opened its doors to patients in September 
2008 after a period of two and a half years 
of running around securing funding, 
deciding on treatment protocols and 
interviewing staff to deliver the treatment. 

I was aware that my optimistic nature 
may have been clouding my judgement in 
relation to the project’s success. But it felt 
right to take the risk, and as the project 
progresses I have been astonished by its 
rapid growth into a centre not only of 
evidence-based treatment, but also of 
research, of international relations with 
other treatment centres across the world, 
and of information provision to many in 
the problem gambling field. 

Early experiences 

Since its beginnings we have been 
inundated with requests for help and have 
received exactly 116 new referrals in less 
than 20 weeks. The appeal of the clinic 
appears to be our evidence-based, CBT 
delivered multidisciplinary approach. My 
aim was for the National Clinic to provide 
a high quality, time-limited (24 weeks) 
intervention available free to anyone 
wanting our help. 

Because of the high demand, over the 
last two months I have had to bring more 
people into the team. Currently it 
comprises two consultant psychiatrists, 


one team co-ordinator, three clinical 
psychologists, one family therapist, one 
debt manager and one administrator. I am 
about to bring on board an art therapist 
and another member of staff to run the 
waiting list group and the relatives’ 
support group. There is a CBT depression 
and anxiety group too as 95% of our 
patients are scoring high on evaluation 
measures for these two conditions. 

Who comes to the clinic? 

We have just looked at the demographic 
data for the first five months and 97% of 
our patients have been men. One of my 
goals for next year is to reach out to more 
women problem gamblers by letting them 
know we exist and making it easy for them 
to attend, for example by organising 
childminding facilities to allow them to 
attend treatment sessions. 

The patients referred have been 
largely from the Greater London area 
(80%) and the Home Counties (10%). 
Other parts of the UK have been making 
referrals but as would be expected we 
have seen far less of these people living far 
away because of travel costs and time 
commitments. The age range of our 
patients has been from 19 to 75 with a 
mean age of 37. 

Many patients email us themselves 
having come across the name of the clinic 
in media interviews or on the CNWL 
website. We have also had handwritten 
letters from people in prison and people 


who have sold their computer to gamble! 

Referrals have come from a range of 
sources. Sixty three per cent self-referred 
after media interviews I had done. 
Probation sent 11%, GPs 6% and others 
came from mental health services, 
substance misuse services, counselling 
services and from housing workers. 

We have had no referrals from casinos 
or betting shops as yet although I am 
working on making sure all reputable 
industry websites carry our NHS logo and 
advice on where to seek NHS help. 

When we looked at ethnicity of the 
116 referrals, most (69%) were white- 
British and 12% were white non-British 
which leaves small numbers of African, 
Caribbean, Indian or Chinese origin being 
referred or referring themselves. Finding 
out why this is so is one of the objectives 
of next year’s work at the clinic. Once we 
have the answer we can target these 
groups in a more effective way by 
establishing links with ethnic 
communities. 

Another fact I found myself reflecting 
on is that 66% of the referrals were people 
in full time employment. Even more 
interestingly, some of our patients have 
been taking on two jobs in attempts to 
repay the debts that build up quickly 
when someone has a gambling problem. 
To make our service as accessible as 
possible to working people we are holding 
late afternoon and early evening sessions. 

Most people who ask me about the 
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CONFERENCE 


Conference trail 


Dr Caroline Cooper, SCAN Trainee 


clinic are keen to know about the types of 
gambling we are coming across. It is very 
early days to make public statements - we 
collect gambling data only on people who 
have been through the one-and-a-half- 
hour evaluation and full psychiatric 
assessment. 

Nevertheless I would be happy to say 
that about 60% are playing what are 
known in the gambling world as FOBTs 
(Fixed Odds Betting Terminals) and that 
several patients who used to play other 
gambling games have migrated to these 
machines. I cannot comment at present 
on the extent of the problem as we may 
find figures change dramatically one way 
or the other once we have a larger 
number of patients. 

However, we do know from the 2007 
British prevalence survey conducted by 
the Gambling Commission that FOBTs as 
well as Spread Betting seem to attract a 
significantly higher proportion of problem 
gamblers than other forms of gambling. 

What next? 

The last two and a half years have been 
very exciting. The most wonderful thing 
about setting up a new service is the 
knowledge that you wake up every 
morning with new ideas and new people 
you want to make links with both in the 
UK and internationally. You call them up 
and they are always keen to help. People 
respond to enthusiasm, and we certainly 
have a lot of that at our clinic! 


Contact 

The CNWL National Problem Gambling Clinic 
4th floor 

Soho Centre for Health 
1 Frith Street 
London W1D3HZ 
0207 5346699 
gambling. cnwl@nhs. net 


CAPTION COMPETITION 


What were the panel actually thinking? 



The 2009 SCAN conference for trainees and 
newly-appointed consultants 

This year's SCAN conference for trainees and newly- 
appointed consultants will be taking place in Bath on 
the 18th and 19th June 2009 - hopefully you've seen 
the advance warning on the website and have already 
put the date in your diaries. Whilst the focus will be on 
preparing to be an addiction consultant, it will also 
contain material relevant for more junior trainees, staff 
grades and associate specialists, so a warm invitation 
to you all. 

The Francis Hotel in Bath hosted last year's 
conference and there was positive feedback about the 
venue and the conference as a whole. This year we 
will be returning there, and we are doing our best to 
incorporate some of the other feedback received: 
lengthening the first day of the conference to try to fit 
in more topics and providing longer breaks to enable 
people to network and mingle more. The breaks will 
also permit the viewing of the posters accepted for the 
inaugural SCAN poster competition. 

We are looking forward to having Fabrizio 
Schifano and Michael Farrell talk to us about stimulant 
drugs and crystal meth, the GMC will be represented 
to explain to us how revalidation will work and there 
will be opportunities to learn from the experiences of 
both new and experienced consultants. Much of the 
first day of the conference will address issues related 
to career development, including how we (and the 
NTA) define our role as specialists, preparing for the 
consultant interview, and the transferable skills which 
we can use in the event of working outside the 
addictions field - and how to return to the fold. 

In the session on our interface with the legal 
world, we are pleased to have an experienced barrister 
to speak to us about medico-legal work, including the 
addiction specialist's role in court proceedings, expert 
witness work and report preparation. We will also 
cover aspects of substance misuse problems in prison. 

For those of you more inclined to the networking 
potential of conferences, there will be a drinks 
reception and conference dinner on the Thursday 
night as well as extended breaks during the 
programme. 

If you have already registered, we look forward to 
seeing you there; to those of you who haven't yet 
done so, please contact the SCAN office - don't miss 
out on an interesting and valuable experience! 
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New Directions in 
the Study of Alcohol 
Group conference 

The New Directions in the Study of Alcohol Group is 
a multidisciplinary forum established in the mid 
1970s for people interested in exchanging ideas on 
all aspects of alcohol use and problem drinking. It 
organises an annual conference that provides an 
excellent venue for learning, debate and 
networking. Traditionally the New Directions annual 
conference has provided a unique experience 
combining innovative and critical thinking about 
alcohol problems as well as mutual support for 
those attending. 

This year the annual conference is to be held in 
Belfast for the first time and it incorporates a 
research symposium from the Alcohol Education 
Research Council. 

The main theme of the conference focuses on 
whether researchers are asking the right questions 
in the right way about addiction, change processes 
and treatment effectiveness. There are a range of 
speakers including Jim Orford from the University of 
Birmingham and Keith Humphreys from Stanford 
Medical School. 

For further information you can go to the website: 
newdirections.org.uk or contact: 
carol.driver@actiononaddiction.org.uk 


■ SCAN welcomes new policy advisor 

Dr Sally Braithwaite has kindly stepped in to fill, on a 
temporary basis, the vacancy created by the 
retirement of Dr Judy Myles in November. Sally is a 
Consultant Addiction Psychiatrist 
working for a Community Drug 
and Alcohol team in Surrey and 
Borders Partnership Trust. She 
previously worked with SCAN as 
an SpR on her special interest 
session. We are delighted to have 
Sally back in the team. 



■ Apologies to Mike Flanagan who was an 
unacknowledged co-author of an 
article in the last issue of 
SCANbites on nurse prescribing 
with Caroline Frayne. Mike is a 
Consultant Nurse in Addiction, 

Surrey & Borders NHS Foundation 
Trust and Chair of the National 
Substance Misuse Non-medical 
Prescribing Forum. 



SCAN session on the Winning Bid 

This workshop will explore the key elements in 
submitting a successful bid for funding. 

The session will be limited to 25 participants. The 
work will be primarily in small groups to gain direct 
experience of working through the key challenges 
in developing a successful bid. Material will be 
submitted beforehand to participants so that the 
best use can be made of the seminar on the day. 


Programme for Royal College of 
Psychiatrists Annual Meeting 

The Annual Meeting of the Royal College of 
Psychiatrists in Liverpool has an Addiction 
Institute on 5 June. The programme for the day 
includes the sessions below. 

Joint forensic and addiction psychiatry, chaired 
by Dr Andrew Johns with Prof Pamela Taylor and 
Drs Christine Brown and Lynne Daly. 

New understanding of pharmacological 
treatments for alcohol disorders, chaired by Prof 
Colin Drummond with presentations by Prof 
Hillary Little and Dr Anne Lingford-Hughes 
Injectable opioid treatment in the UK and 
beyond with presentations from Prof John Strang 
and Prof Martin Schechter. 

The final session is a debate chaired by Dr David 
Ball with Drs Ken Checinski and Vanessa 
Crawford (with users and carers) addressing the 
motion "this house believes that in the treatment 
of addictions, the needs of users and carers are 
incompatible". 



Department 
of Health 



Royal College 
of Psychiatrists 


Eza 

Na tionai Treatmen t Agen cy 
for Substance Misuse 

SCAN is funded by the Department of Health and 
jointly supported by the Department of Health, the 
Royal College of Psychiatrists and the National 
Treatment Agency for Substance Misuse. 


REGIONAL 

8 April West Midlands regional network 

24 April Special meeting of the SE Forum with 

local Commissioner and DAT 
representatives to discuss the role of 
addiction psychiatrists and 
commissioning systems 
15 May Eastern Region 

21 May Northwest 

17 June London (LDDCG) 

19 June South East 

19 June East Midlands 

25 June North East specialists in addiction 

group 

14 July West Midlands regional network 

NATIONAL 
23-26th April 

The 33rd Annual New Directions in the Study of 
Alcohol Group Conference. Asking the right 
questions in the right way: re-evaluating alcohol 
research & treatment for the 21st century 
Stranmillis College, Belfast 
carol.driver@actiononaddiction.org.uk 
0141 548 4507 

30 April -1 May 

Royal College of Psychiatrists Faculty of Addictions 
Annual Residential Meeting 
Roxburghe Hotel, Edinburgh 
kmaynard@rcpsych.ac.uk 020 7235 2351 ext 145 

2-5 June 

Royal College of Psychiatrists Annual Meeting BT 
Convention Centre, Liverpool 
conference@rcpsych.ac.uk 020 7235 2351 x 129 

18-19 June 

SCAN annual addiction psychiatry meeting for 
trainees and new consultants Francis Hotel, Bath. 
Rebecca.murchie@nta-nhs.org.uk 020 7261 8706 

17-18 September 

SCAN Conference, Radisson SAS, Manchester 
Airport. 

Rebecca.murchie@nta-nhs.org.uk 020 7261 8706 

INTERNATIONAL 
17-20 May 

National Association of Addiction Treatment 
Providers Annual Conference 
PGA resort. Palm Beach, Florida, USA 
www.naatp.org/conferences/annualconference.php 

20-25 June 

The College on Problems of Drug Dependence 

(CPDD) 71st Annual Meeting 

John Asuaga's Nugget Casino Resort, Nevada, USA 

www.cpdd.vcu.edu.index.html 


SCANbites editorial team 

Editor-in-Chief: Colin Drummond, Production Editor: Amy 
Wolstenholme, Commissioning Editor: Julia Sinclair. 

SCAN Trainee page editors: Aideen O'Kane, Caroline Cooper 
and Julian Henry. Administration and Distribution: Rebecca 
Murchie. SCAN, 6th Floor, Skipton House, 80 London Road, 
London SE1 6LH scan@nta-nhs.org.uk Tel 020 7972 1982 
Fax 020 79721999 www.scan.uk.net 

Disclaimer: SCANbites does not contain official practice 
guidelines, nor is it an official information source. Therefore no 
liability is accepted for any loss or damage caused due to any 
action/inaction taken as a result of its contents (except for 
personal injury arising directly due to our negligence). 
Copyright in SCANbites belongs to the publishers and its 
licensors. All rights in SCANbites are reserved. 
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